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Abstract 
In Canada, medical assistance in dying (MAiD) is an end of life intervention intended to 
offer increased control to Canadians within the dying process (Brassfield & Buchbinder, 
2020). Despite the legalization of MAiD in 2016 and developments in MAiD research, many 
primary care providers (PCPs) reported feeling reluctant to discuss MAiD with their patients 
(Otte, Jung, Elger, & Bally, 2017). In Canada, PCPs are typically medical doctors (MDs) or 
nurse practitioners (NPs) who care for patients in outpatient, non-acute care settings 
(Statistics Canada, 2019). As limited research has been synthesized on barriers and 
facilitators of MAiD discussions within the Canadian primary care context, the purpose of 
this integrative literature review (ILR) was to assess what factors promoted and prevented 
PCPs from discussing MAiD with their patients. After identifying a research question and 
related keywords, six databases were searched to identify relevant studies. The initial search 
yielded 1,874 results, which underwent inclusion and exclusion criteria and resulted in 12 
references being included in the review. After collating the data, evaluating it, and 
summarizing the results, facilitators and barriers that affected the discussion of MAiD 
between PCPs and patients were divided into intrinsic and interpersonal factors. Intrinsic 
factors included PCP emotions, values, beliefs, education, and training, while interpersonal 
factors included communication, relationship, and administrative burdens (Brooks, 2019; 
Brassfield & Buchbinder, 2020; Selby & Bean, 2019; Kelly & Varghese, 2006; Pasman, 
Willems, & Onwuteaka-Philipsen, 2013; Hagens, Onwuteaka-Philipsen, & Pasman, 2017). 
Based on the findings of this review, strategies to promote MAiD discussions between PCPs 
and patients were outlined. Recommendations included identifying and addressing values, 
beliefs, and emotions; developing communication skills and strategies; promoting patient-
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provider relationships; and mitigating administrative burdens (Kelly & Varghese, 2006; 
Selby & Bean, 2019; Pasman et al., 2013; Brooks, 2019). As MAiD-related research in 
Canada progresses through its pioneering phase, future research has been suggested to 
support the development of communication guides specific to MAiD as well as the 
evaluation of PCP approaches to MAiD discussions within the Canadian primary care setting 
(Selby & Bean, 2019; Brooks, 2019). 
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CHAPTER I: INTRODUCTION AND BACKGROUND 
Introduction 
“Do I believe that unexpected things happen and that the dying process can provide a lot of 
meaning and value for families and patients? Yes. But does that always happen? No.” 
- Physician Quote, Brassfield & Buchbinder, 2020 
In Canada, the landscape of medical assistance in dying (MAiD) has evolved 
significantly within the past few decades (Brooks, 2019). Medical assistance in dying is an 
end of life intervention that allows individuals to regain some element of control within the 
dying process (Brassfield & Buchbinder, 2020). From the 1990s, the evolution of public 
opinion, increased discussion, and political activism concerning MAiD led to the 2015 
landmark case of Carter v. Canada and subsequent legalization of MAiD in 2016 (Brooks, 
2019). Since then, increased research efforts have been made to investigate the legal, ethical, 
and moral ramifications of MAiD as it concerns patients, families, and health care providers 
(Pesut, Thorne, Stager, et al., 2019). Additional research has also been completed exploring 
how PCPs discuss end of life concerns with their patients and evaluating health care 
professionals’ perceptions of MAiD. However, limited research has been conducted that 
assesses the factors that promote or prevent PCPs from discussing MAiD as an end of life 
care option within the Canadian primary care context. Hence, this paper seeks to answer the 
question of “What factors promote or prevent PCPs from discussing MAiD with their 
patients?” 
Despite increased research, much remains unknown about the context of MAiD 
discussions between PCPs and patients (Health Canada, 2019). However, it is essential that 
PCPs assess potential factors that could influence the quality and access to health care 
services such as MAiD since primary care is often the first point of contact between patients 
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and the health care system (Statistics Canada, 2019) and PCPs often share close, long-term 
care relationships with their patients (Perkins, Cortez, & Hazuda, 2009). Analyzing how end 
of life discussions, including MAiD discussions, are integrated into primary care is a relevant   
concern for Canadian PCPs since approximately 56% of the 2,614 medically assisted deaths 
in Canada occurred in non-acute care settings as of 2018 (Health Canada, 2019). This 
number has grown 6% since MAiD was legalized in 2016 (Health Canada, 2019). As such, 
addressing the question of “What factors promote or prevent PCPs from discussing MAiD 
with their patients?” is a clinically relevant research question that serves as the groundwork 
to create evidence-based recommendations that will support the discussion of MAiD within 
the primary care setting. Although this review was originally intended to evaluate factors that 
influence MAiD discussion between BC PCPs and all patients regardless of age, there was an 
insufficient amount of BC, Canadian, and pediatric-specific MAiD research to complete a 
comprehensive literature review. Consequently, the research question was intentionally left 
broad and a variety of international articles were included in this review to capture all 
potential factors that could influence MAiD discussion between PCPs and patients.  
This paper will begin with an outline of MAiD and the role of PCPs within the 
Canadian health care context. From there, the role of PCPs as it relates to end of life 
communication and issues concerning PCPs discussing MAiD as a care option will be 
explored in greater detail. Subsequently, the methods utilized in this literature review will be 
summarized. Findings from the literature will then be presented, identifying factors that 
promote and prevent the discussion of MAiD within primary care. Based on a synthesis of 
the findings, strategies to promote MAiD discussions within primary care will be proposed. 
Finally, limitations to this paper and recommendations for future research will be described.  
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Background 
The discussion of MAiD as an end of life care option in the context of Canadian 
primary care involves three key aspects – MAiD, PCPs along with their patients, and 
communication. First, a brief explanation will be provided of how MAiD is defined in 
Canada, who is eligible to receive and provide the intervention based on Canadian 
legislation, and how the process is enacted in BC. Next, the concept of primary care and the 
role of PCPs within the Canadian context will be described, followed by a discussion of 
communication related to MAiD between PCPs and their patients.  
Medical Assistance in Dying (MAiD) 
 In this section, the concept of MAiD in the Canadian context will first be defined. 
Subsequently, the eligibility criteria and process required for obtaining and providing MAiD 
in BC will be presented. Although this paper is targeted to PCPs practicing in BC, some 
federal definitions will be used due to the lack of provincial MAiD legislation. When 
applicable, provincial definitions and practices specific to BC will be provided.  
In Canada, MAiD is broadly defined as an intervention in which individuals 
prematurely choose to end their lives due to the experience of enduring and intolerable 
suffering (Bill C-14, 2016). The legal definition of MAiD is “the administering by a medical 
practitioner or nurse practitioner of a substance to a person, at their request, that causes their 
death; or the prescribing or providing by a medical practitioner or nurse practitioner of a 
substance to a person, at their request, so that they may self-administer the substance and in 
doing so cause their own death” (Bill C-14, 2016, § 241.1). According to this definition, 
Canadian patients are legally offered two types of MAiD – euthanasia and assisted suicide 
(Pesut, Thorne, & Greig, 2019). Euthanasia is defined as the administration of a medication 
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or other toxic substance by a practitioner, with the specific intent of causing the death of an 
individual (Rosenfeld, 2004). Assisted suicide, on the other hand, is where the practitioner 
provides a patient with a medication or toxic substance for administration with the intent to 
cause death (Rosenfeld, 2004). The provision of both forms of MAiD in Canada is 
comparable to other countries such as the Netherlands where euthanasia and assisted suicide 
are offered (Miller, Dresser, & Kim, 2018). MAiD legislation differs slightly in other 
countries, such as in the United States, where assisted suicide is permitted but not euthanasia 
(Pesut, Thorne, & Greig, 2019). In yet other countries such as Switzerland, assisted death is 
provided not only by medical services, but also by non-medical associations (Pesut, Thorne, 
& Greig, 2019; Hagens et al., 2017). In the literature, MAiD is categorized as an “active” 
form of hastened death and includes both assisted suicide and euthanasia (Rosenfeld, 2004). 
In contrast to “active” forms of hastened death, “passive” forms of hastened death include 
terminal sedation, withdrawal of life support, cessation of dialysis, and refusal of artificial 
nutrition and hydration (Rosenfeld, 2004). Even though the ethical ramifications of active 
euthanasia continue to be debated within Canadian society, passive forms of euthanasia are 
considered less controversial since deaths by passive euthanasia are typically viewed as 
secondary to a medical condition (Rosenfeld, 2004). In this paper, the legal definition 
according to the Canadian Criminal Code will be used to define MAiD, and thus only active 
forms of hastened death including euthanasia and assisted suicide will be discussed.  
 The criteria for individuals to receive MAiD and provide MAiD is clearly described 
within the Canadian Criminal Code. To receive MAiD, an individual must fulfil all of the 
following criteria: (a) they are eligible for Canadian health care services; (b) they are at least 
18 years old and capable of making their own health care decisions; (c) they have a grievous 
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and irremediable medical condition; (d) they have made a voluntary request for MAiD 
without external influences; and (e) they give informed consent to receive MAiD after having 
been informed of all other options available to relieve their suffering, including palliative 
care (Bill C-14, 2016, § 241.2). For the purposes of MAiD, a “grievous and irremediable 
medical condition” is defined as (a) a serious and incurable illness, disease, or disability; (b) 
when a person is in an advanced state of irreversible decline in capability; (c) that the 
condition they are in causes them intolerable and enduring physical or psychological 
suffering that cannot be relieved under acceptable conditions; and (d) that natural death is 
reasonably foreseeable (Bill C-14, 2016, § 241.2). To provide MAiD in Canada, an individual 
must be either a MD or NP and possess adequate knowledge, care, and skill to serve as a 
MAiD practitioner according to provincial laws and guidelines (Bill C-14, 2016, § 241.2). 
When providing MAiD, the practitioner must (a) agree that the person requesting MAiD 
fulfils the criteria; (b) ensure that the MAiD request is legally signed and dated after the 
person was informed that they have a grievous and irremediable medical condition by an MD 
or NP; (c) see that the request was signed and dated by two independent witnesses who 
observed the person signing and dating the MAiD request; (d) ensure the person knows they 
can withdraw their request at any time; (e) ensure that another MD or NP has confirmed the 
person meets the MAiD criteria; (f) confirmed that the other MD or NP is not a 
mentor/mentee, will not benefit from the person’s death, and is not connected to the other 
assessing practitioner in any way that may influence objectivity; (g) ensure that there are 10 
clear days between the date the MAiD request was signed and the day MAiD is provided; (h) 
offer a withdrawal of MAiD immediately prior to provision; and (i) take all necessary 
measures to ensure the person is able to communicate clearly during the MAiD process (Bill 
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C-14, 2016, § 241.2). If the MAiD practitioner is unable to comply with the requirements, 
they are guilty of an offence and may face up to five years of imprisonment for an 
indictment, or up to 18 months on a summary conviction (Bill C-14, 2016, § 241.3). Being a 
MAiD practitioner is not a required skill for all MDs and NPs, and interested professionals 
are required to complete specialized training prior to becoming recognized as MAiD 
practitioners in Canada (Canadian Association of MAiD Assessors and Prescribers 
[CAMAP], n.d.).  Even though not all MDs and NPs are required to provide MAiD as a 
service, MDs and NPs remain ethically bound to discuss all appropriate medical end of life 
options to their patients including the choice of MAiD (CAMAP, 2020). 
 Requesting MAiD in BC can be divided into three steps – the request, assessment, 
and intervention. The MAiD request is initiated when the patient completes the Patient 
Request Record, a form that serves as the formal written request for MAiD, and submits the 
form to their PCP or health authority MAiD care coordination service (Government of BC, 
n.d.). Besides the patient, two independent witnesses (adults who are not involved in the 
health care of the patient and will not benefit from their passing) and one MD or NP who can 
attest that the patient suffers from a grievous and irremediable medical condition must sign 
and date the Patient Request Record prior to submission. The MD or NP who signs the 
Patient Request Record may be a PCP or MAiD assessor/prescriber. Once the written request 
is submitted, the patient is connected with a MAiD assessor or prescriber who discusses the 
MAiD options available (Government of BC, n.d.).  
The assessment of MAiD eligibility is completed by one assessor and one prescriber, 
typically two MDs, two NPs, or one of each (Government of BC, n.d.). The term ‘assessor’ is 
used to describe a medical practitioner who is willing to assess the patient’s eligibility for 
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MAiD, while the term ‘prescriber’ is defined as a medical practitioner who is willing to 
perform the duty of the assessor in addition to prescribing and administering MAiD should 
the patient’s request proceed (Government of BC, n.d.). If the assessor and prescriber are not 
in agreement concerning the patient’s capability to provide informed consent for MAiD, a 
third medical practitioner or specialist may be consulted (Government of BC, n.d.). In BC, 
one of the two assessments may be conducted via telemedicine if the patient is witnessed in-
person by a regulated health professional (Government of BC, n.d.). Once a patient is 
determined to be eligible for MAiD, 10 days must pass before the patient can receive MAiD 
unless both the assessor and prescriber determine that a shorter period is appropriate based on 
the patient’s circumstances (Government of BC, n.d.). After the 10 days have passed, the 
intervention of MAiD may occur. Throughout the entire process, the patient must remain 
capable of providing informed consent and communicating clearly with the health care team. 
Consent may be withdrawn at any time throughout the MAiD process from the time of 
request up until the time of MAiD provision (Government of BC, n.d.).  
In this paper, the Canadian definition and eligibility requirements for receiving and 
providing MAiD will be used. As the Canadian integration and implementation of MAiD is 
determined by provincial and territorial health authorities, the BC process of requesting, 
being assessed for, and receiving MAiD will serve as the reference point for the purposes of 
this paper. Although the terms “prescriber” and “provider” are used interchangeably in 
MAiD literature, the terms should not be confused with the role of PCPs involved in MAiD 
discussions within the primary care setting. This paper uses the term “prescriber” to describe 
MAiD prescribers and providers of MAiD as a specialized service, and not to describe PCPs 
or other generalized health care providers. It is important to note that the term ‘PCP’ is used 
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to refer to general practice MDs and NPs who provide primary care, not all of whom may be 
MAiD assessors and prescribers. The differentiation between MDs and NPs involved in 
MAiD as a specialized service and MDs and NPs serving in PCP roles will be further 
described in the next section.  
Primary Care and Primary Care Providers (PCP) 
Primary care in Canada can be defined as the provision of health care services 
including health promotion, illness and injury prevention, and diagnosis (Government of 
Canada, 2012). Included in the provision of primary care is palliative and end of life care, 
along with referral to and coordination of specialty care (Government of Canada, 2012). 
While end of life care and palliative care share similar characteristics, the two also share 
distinct differences. On one hand, end of life care is defined as supportive and compassionate 
care that prioritizes comfort, quality of life, and respect for health care treatment decisions 
for dying people and their families (British Columbia Ministry of Health, 2013). On the other 
hand, palliative care is described as specialized medical care that includes relief of 
symptoms, pain, and stress caused by any serious illness (British Columbia Ministry of 
Health, 2013).While end of life care is provided only when death is expected, palliative care 
can be provided at any age and stage of serious illness (British Columbia Ministry of Health, 
2013). End of life care and palliative care also differ regarding the involvement of MAiD. 
According to the position statement published by the Canadian Hospice Palliative Care 
Association in conjunction with the Canadian Society of Palliative Care Physicians (CSPCP, 
2019), MAiD is provided as part of end of life care but cannot be included in the provision of 
palliative care based on differences in philosophy, intention, and approach. In other words, 
patients who express interest in MAiD within the primary care setting may be referred to 
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specialized end of life care services to pursue MAiD, but not to specialized palliative care 
services for the same purpose.  
In Canada, “primary care provider” or “PCP” is used to describe “a health 
professional that a person sees or talks to when they need care or advice about their health” 
and typically refers to a family doctor, general practitioner, medical specialist, or nurse 
practitioner (Statistics Canada, 2019). In other words, both MDs and NPs work as PCPs 
within the Canadian primary care setting. While many countries involve NPs as PCPs, 
Canada was the first country to include NPs in the provision of MAiD services (Pesut, 
Thorne, Stager, et al., 2019). According to the 2019 report published by Health Canada, NPs 
are permitted to provide MAiD services in British Columbia, Alberta, Ontario, and the 
Atlantic region, but not in Quebec. Even though the provision of primary care may overlap 
with the provision of end of life care and coordination of MAiD services, the role of a PCP is 
distinct from that of a MAiD assessor and prescriber. In cases where patients self-refer 
themselves through the health authority MAiD care coordination service, PCPs may not be 
involved in the MAiD process at all. To provide further clarity, three hypothetical cases will 
be presented.  
In the first case, the patient expresses interest in MAiD to their PCP who is also a 
MAiD assessor or prescriber. The PCP, due to their dual role in both primary care and 
specialized MAiD services, would be qualified to guide the patient through the entire MAiD 
process. In the second case, a patient expresses interest in MAiD to their PCP who is not a 
MAiD assessor or prescriber. The PCP would then refer the patient to specialized end of life 
care services, such as the appropriate health authority MAiD care coordination service. The 
PCP would continue to provide primary care while the patient pursued MAiD through the 
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specialized service. In the third case, the patient refers themselves directly to the appropriate 
health authority MAiD care coordination service. As in the second case, the PCP would 
continue to provide primary care for the patient while not being involved in the provision of 
specialized MAiD services. Even though primary care and MAiD services may overlap in 
end of life care, the roles associated with the provision of primary care and specialized MAiD 
services should nonetheless remain distinct.  
While some MAiD assessors and prescribers may also work in a PCP role, 
involvement in MAiD services is not mandatory for all PCPs. Canadian legislation guards the 
right of all health care providers to conscientiously object to participation in MAiD based on 
ethical, religious, or value-based beliefs (Pesut, Thorne, & Greig, 2019). However, it is 
important to note that PCPs who do not serve as assessors or prescribers remain 
professionally mandated to refer and coordinate MAiD services for their patients if requested 
and they are unable to provide them directly with that service (Pesut, Thorne, & Greig, 
2019). Even though PCPs may not be directly involved in providing MAiD, the discussion of 
MAiD between PCPs and their patients remains a key component of providing high quality 
and comprehensive end of life care within the primary care setting. 
Finally, it is important to distinguish the role of educating versus counseling patients 
when discussing MAiD. In Canada, professionally regulated MDs and NPs (not just assessors 
and prescribers) are currently the only professionals permitted to initiate the discussion of 
MAiD with patients by presenting it as an end of life option (Brassfield & Buchbinder, 
2020). Though other health care professionals, such as nurses, social workers, psychologists, 
psychiatrists, and therapists are permitted to educate patients on the lawful provision of 
MAiD, counseling an individual to die by suicide is an indictable offence with the possibility 
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of imprisonment for up to 14 years (Bill C-14, 2016, § 241). However, it is important to note 
that while encouraging or suggesting any individual to follow through with suicide remains 
illegal, the Criminal Code of Canada protects any health care professional from offences if 
they “provide information to a person on the lawful provision of medical assistance in dying” 
(Selby & Bean, 2019, p. 62; Bill C-14, 2016, § 241). Thus, while MDs and NPs have fewer 
legal restrictions discussing MAiD as an end of life care option with their patients, non-MD 
and non-NP health care providers are nonetheless permitted to participate in MAiD 
discussions for the sole purpose of educating, not counseling. 
Communication 
Primary care providers are required to communicate effectively to provide adequate 
care and health advice to their patients (Statistics Canada, 2019). Some discussions that take 
place in the primary care setting include diagnostic, prognostic, serious illness, advance care 
planning, and MAiD discussions. However, it is important to distinguish MAiD discussions 
from other discussions within the primary care setting and recognize the clinical relevance of 
MAiD discussions.  
Although recent research has suggested that MAiD discussions be approached in a 
manner similar to other discussions in primary care, the CAMAP (2020) recommended that 
MAiD discussions be treated as a distinct discussion with its own specific objectives. Hence, 
communication skills and strategies suggested in one discussion (i.e. serious illness 
conversations) may have some overlap with but not be entirely transferrable to the discussion 
of MAiD in primary care. For example, consider the Serious Illness Conversation Guide 
developed by Ariadne Labs (Ariadne Labs, n.d.) and SPIKES, a framework for breaking bad 
news to patients who have been diagnosed with cancer (Kaplan, 2010). Though developed 
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for the purpose of exploring patient values, goals, and wishes in the context of a new cancer 
diagnosis, the conversation guides have not been validated for use in MAiD discussions 
(CAMAP, 2020). Presently, there is no conversation guide validated for use in MAiD 
discussions that is commonly used within BC or Canada. Therefore, further research is 
required to clarify effective communication strategies for use in MAiD discussions within the 
primary care setting.  
Based on a 2020 publication by the CAMAP evaluating the presentation of MAiD as 
a clinical care option in Canada, there is no risk-free method of introducing MAiD as an end 
of life care option within the primary care setting. However, “a respectful trusting patient-
clinician relationship and enough time for such sensitive conversations are important” 
(CAMAP, 2020, p. 6). Though PCPs are situated in their roles to explore the possibility of 
MAiD with their patients, many PCPs reported feeling unprepared to do so – even when a 
positive relationship and adequate time were present (Perkins et al., 2009). This statement 
suggests that multiple factors, not only relationship and time, are likely to influence the 
discussion of MAiD in primary care. Given the lack of information available at the federal 
level concerning the context in which MAiD discussions occur in Canada (Health Canada, 
2019), additional research pertaining to the discussion of MAiD in primary care would be 
beneficial for PCPs.  
Medical Assistance in Dying Communication in Primary Care 
 Since the topics of MAiD, primary care, and communication have been presented as 
separate entities, the research question of “What factors promote or prevent PCPs from 
discussing MAiD with their patients?” can now be discussed in greater detail. While the 
preceding sections discussed what is known about MAiD discussion in the primary care 
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context using BC and Canadian data as reference points, this section will provide a 
description of what MAiD developments are ongoing at this time, what has yet to be 
discovered about MAiD discussions, and how this paper aims to contribute to the further 
clarification of MAiD discussion recommendations.  
  Currently, there are several national and provincial strategies underway to address 
the known gaps related to the access of MAiD services and discussion of MAiD as an end of 
life care option within the primary care setting. Such strategies include the revision of federal 
reporting requirements, reassessment of MAiD eligibility, and integration of telemedicine 
(Health Canada, 2019; British Columbia College of Nursing Professionals, 2020; College of 
Physicians and Surgeons of British Columbia [CPSBC], 2020). First, due to the lack of 
information on contextual factors surrounding MAiD decision-making, new data collected 
from the updated federal MAiD reporting guideline was slated to be released in Spring 2020 
(Health Canada, 2019). The new requirements will include reporting not only on the 
assessment and provision of MAiD, but also referral to MAiD services, withdrawal of MAiD 
requests, assessment of ineligible patients, and death from other causes while awaiting MAiD 
(Health Canada, 2019). With the implementation of the new federal reporting standards, 
increased clarity surrounding contextual factors that influence MAiD communication and 
decision-making may be achieved. Second, the eligibility requirements for MAiD were 
scheduled to be reviewed by the federal government in 2020 (Health Canada, 2019). 
Currently, MAiD is not available for mature minors, individuals who submit MAiD requests 
in advance, and patients suffering from a sole psychiatric diagnosis (Health Canada, 2019). 
To provide greater insight into public opinion, an online questionnaire was released to 
Canadians in early 2020 asking about MAiD eligibility. A revised MAiD report inclusive of 
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those opinions will be released later this year. Third, the ethical and effective use of 
telemedicine to perform MAiD discussions and assessments is being reviewed by the health 
care community, particularly considering the transition to telemedicine and virtual care given 
the COVID-19 crisis. The use of telemedicine is included in the practice standards set by the 
CPSBC and defined as medical services provided remotely via information and 
communication technology (2013). While BC had already implemented the use of 
telemedicine within the formal MAiD assessment process, recent changes to the provision of 
primary care in BC due to the COVID-19 crisis engendered further changes in the way 
telemedicine was integrated into the MAiD process. For example, as of March 2020, both 
MAiD assessments are currently permitted to be conducted via telemedicine and the 
inclusion of a regulated health care witness for telemedicine visits is now optional (British 
Columbia College of Nursing Professionals, 2020; CPSBC, 2020). All things considered, 
current strategies are being implemented at the federal level to explore contextual influences 
on MAiD and perceptions regarding MAiD eligibility, while the expanded use of 
telemedicine in MAiD assessment practices is being evaluated within BC.   
  What has yet to be determined in relation to the discussion of MAiD within the 
primary care setting includes what specific factors affect MAiD discussions (Health Canada, 
2019) and how PCPs are recommended to discuss MAiD with their patients (Balducci, 2012). 
First, although data concerning the number of MAiD requests that were received, declined, 
withdrawn, and unfulfilled have been collected since 2016, reporting on any additional 
information was not mandatory until the new federal monitoring and reporting system for 
MAiD was implemented in 2018 (Health Canada, 2019). With evaluation of contextual data 
collected by the new federal reporting guidelines, new information may aid in the 
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identification of factors that promote and prevent MAiD discussions within the Canadian 
primary care setting. However, the public report inclusive of the updated data points is 
scheduled for release in spring of 2020 but unavailable at the time of writing. This lack of 
data makes it difficult if not impossible to determine the prevalence of MAiD discussions 
routinely occurring in primary care and assess the clinical outcomes of those discussions. 
Second, though the presentation of end of life care options (including MAiD) is 
recommended to occur early in the course of disease, introducing the concept of MAiD both 
too early and too late has been shown to cause patient distress (Balducci, 2012). Based on a 
review of the literature, the optimal time of initiating MAiD discussions has yet to be 
determined and thus may negatively impact the ability of PCPs to confidently provide quality 
end of life care. As much remains unknown concerning the approach to MAiD discussions 
and contextual factors that influence them, this paper will answer the proposed research 
question of “What factors promote or prevent PCPs from discussing MAiD with their 
patients?” Once factors are identified as determined by the findings of this ILR, strategies to 
promote facilitative practices and reduce barriers to discussion will be assessed to provide 
recommendations for the provision of high quality and equitable primary care. 
Summary 
 This chapter introduced the general premise of this paper as well as the concepts of 
MAiD, primary care and PCPs, and communication. After, the research question of “What 
factors promote or prevent PCPs from discussing MAiD with their patients?” was explored in 
greater detail. Subsequently, a brief analysis of what is unknown and under development in 
relation to the research question was presented. The next part of this paper will outline the 
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methods used to identify the research question, select appropriate articles, collect data, 
analyze data, and identify factors relevant to the research question.   
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CHAPTER II: METHODS 
To answer the question of “What factors promote or prevent PCPs from discussing 
MAiD with their patients?” this paper utilized the ILR methodology. First, an explanation of 
the ILR methodology along with the rationale for its use will be provided. After, the 
processes for the formation of the research question, the selection of search terms, the search, 
and the selection of references will be described. Finally, this chapter will conclude with a 
brief description of the data extraction, analysis, and evaluation.  
The Integrative Literature Review 
The ILR is described as a review method that includes research of diverse 
methodologies to inform research, practice, and policy initiatives (Whittemore & Knafl, 
2005). This method was chosen as this paper intended to inform future nursing research, 
practice, and policy. Additionally, the selection of the ILR allowed the inclusion of 
experimental and non-experimental research along with empirical and theoretical research to 
promote a greater depth and breadth of understanding (Whittemore & Knafl, 2005). The 
updated ILR framework introduced by Whittemore and Knafl (2005) was used to guide this 
paper and involved the following steps: 1) identification of concern, 2) literature search, 3) 
data evaluation, 4) data analysis, and 5) presentation. Since the need for increased research 
concerning factors that promote and prevent the discussion of MAiD in primary care has 
already been identified, this chapter will outline the literature search strategy, data evaluation, 
and data analysis. The following chapters will present key findings of the ILR and discuss 
implications for practice and research. 
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Literature Search 
The literature search began with the formulation of the research question: What 
factors promote or prevent PCPs from discussing MAiD with their patients? The population, 
intervention, comparison, and outcome (PICO) model was used to create the original 
question of “What factors affected the PCP-initiated discussion of MAiD as an end of life 
care option between PCPs and patients who may be eligible for the intervention in BC?” but 
no articles were found based on a preliminary search of available literature. The research 
question was then modified to its current form to compensate for the lack of research 
available on the topic. The modification of the research question was intended to broaden the 
search criteria and promote the creation of a robust yet focused ILR relevant to the identified 
concern.  
Selection of Search Terms 
Multiple databases including PubMed Ovid, CINAHL Complete, PsycINFO, 
Academic Search Complete, Joanna Briggs Institute: JBI Database of Systematic Reviews 
and Implementation Reports, and EBM Reviews were chosen based on relevance to the 
research question and inclusion of nursing and medical perspectives. Keywords were then 
isolated based on the research question and equivalent search terms were identified as 
depicted in Appendix A. All identifiable equivalent keywords related to MAiD were 
included, while keywords related to PCPs were limited to nurses, doctors, physicians, and 
nurse practitioners. The keyword of “nurse” was included to ensure that articles inclusive of 
NPs were retrieved. However, articles focused solely on non-NP nurses were excluded prior 
to the final selection of articles. For keywords related to the active discussion of MAiD 
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between PCPs and patients, “communication” and “decision-making” were intentionally left 
broad.  
Database Search 
 As shown in Appendix B, keywords within each subsection were searched with 
“OR”, then combined with the other subsections using “AND”. Equivalent keywords related 
to MAiD, discussion, and PCPs were searched across all databases except for the Joanna 
Briggs Institute database. Since zero references were found when keywords related to MAiD 
were searched, the Joanna Briggs Institute database search was not included. Restrictions 
were not applied to the search in terms of publication date, reference type, geography, or 
participant characteristics at this stage in the process due to the lack of existing research on 
this topic. Although no limits were applied regarding the age of patients, limited articles were 
available concerning the pediatric population, and were excluded due to a lack of relevance 
to the research question. After the search was completed, results were exported to EndNote 
Web, then cleared for duplicates. The final search for this review was conducted in March 
2020. An overall depiction of this process and the following inclusion/exclusion criteria is 
presented in the PRISMA diagram below.  
Figure 1  
PRISMA Diagram of Article Selection Strategy 
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Reference Selection 
 Once duplicates were removed, inclusion and exclusion criteria were applied to a 
preliminary title/abstract, secondary title/abstract, and full-text screening of each reference. 
The preliminary screening of the title and abstract was conducted first. To be included in the 
secondary screening, each reference was required to include at least one mention of 1) a 
patient, 2) a physician, doctor, nurse, or nurse practitioner, 3) decision-making or 
communication, and 4) any form of active euthanasia. During the secondary screening, 
references which did not mention at least one barrier or facilitator to the discussion of active 
euthanasia in the title or abstract were excluded. On review of the full text, references which 
did not include a MD or NP as a PCP or did not mention at least one barrier or facilitator to 
the discussion of MAiD in the full text were excluded. At the same time, articles that were 
based only on opinion or not available in English were also excluded. The screening process 
was designed to move from a general inclusion/exclusion criterion to a more specific one in 
an incremental, stepwise fashion to better control the number of references selected for 
review. No further limitations were applied to the selection of articles due to the limited 
number of relevant articles identified on this topic.  
Data Extraction and Analysis 
 In the data extraction phase, references were reviewed and data relevant to the 
research question were extracted into a data matrix.  Once the data were sorted into the 
matrix, the information relevant to the research question (main findings related to the 
research question, communication method involved between the patient and PCP, factors that 
prevented discussion, and factors that promoted discussion) were reviewed and coded 
according to overarching theme. The Critical Appraisal Skills Programme (CASP) and 
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Centre for Evidence-Based Medicine (CEBM) critical appraisal tools were used to evaluate 
the quality of articles involved. The checklists used to evaluate the research included the 
CEBM critical appraisal of a case study, CASP systematic review checklist, CASP 
qualitative checklist, and CASP cohort study checklist (CEBM, n.d.; CASP, n.d.). Although 
the complete data matrix is not included in this paper, a summary of the references can be 
found in Appendix C.  
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CHAPTER III: FINDINGS 
 Based on the findings of the ILR, this chapter will identify the factors that influenced 
the discussion of MAiD within the primary care setting. Specific factors that were found to 
promote and prevent the discussion of MAiD in primary care will be presented as intrinsic 
and interpersonal factors. The following chapter will present a synthesis of the literature and 
recommendations for practice and future research.  
Based on a review of the literature, several trends were identified that impacted 
MAiD discussions involving PCPs and their patients. Though a brief description of the trends 
will be described here, a more fulsome summary of the references reviewed can be found in 
Appendix C. The review included 1 Australian, 4 North American (Canada, USA), and 7 
European (The Netherlands, Germany, Switzerland, UK) articles. Though this paper is 
intended for BC PCPs, articles published in non-Canadian countries were deliberately 
included as communication strategies used in other parts of the world could potentially be 
transferrable or adapted for use in BC. Only 2 of the total 12 references (Kelly & Varghese, 
2006; Mulder et al., 2009) were published earlier than 2010, demonstrating an increase in 
MAiD-related research worldwide. Most references reviewed were qualitative in nature, with 
other research designs including scoping reviews and literature reviews (Selby & Bean, 2019; 
Brooks, 2019), case studies (Tuffrey-Wijne, Curfs, Finlay, & Hollins, 2018; Kelly & 
Varghese, 2006), and experimental studies (Mulder et al., 2009) which made the use of the 
ILR methodology ideal. Articles included participants from several medical subspecialties 
such as oncology, neurology, geriatrics, psychiatry, palliative care, and other health 
professionals including social workers, palliative caregivers, and hospice staff (Brassfield & 
Buchbinder, 2020; Tuffrey-Wijne et al., 2018; Brooks, 2019). Involvement of various health 
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professionals and specialties allowed for the inclusion of diverse perspectives concerning the 
discussion of MAiD. Out of the 12 articles, 6 mentioned nurses within the full text of the 
article, and only 3 articles mentioned NPs (Selby & Bean, 2019; Brooks, 2019; Brassfield & 
Buchbinder, 2020). It is notable that 2 of the 3 articles that mentioned NPs (Selby & Bean, 
2019; Brooks, 2019) were published in Canada and all 3 of them were published in 2019 or 
later. At the time of publication, 3 of the 12 articles (Balducci, 2012; Otte et al., 2017; Kelly 
& Varghese, 2006) were situated in countries where MAiD was illegal. Though it has been 
hypothesized that research conducted in countries where MAiD is legislated provides more 
comprehensive data (Kouwenhoven, et al., 2014), the accuracy of this claim is unclear and 
thus this paper did not exclude articles in which MAiD was illegal at the time of publication. 
Multiple intrinsic and interpersonal factors were found to influence the discussion of MAiD 
in primary care and are presented in Figure 2.  
Figure 2  
Intrinsic and Interpersonal Factors that Influence MAiD Discussions 
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Factors that influenced the discussion of MAiD included intrinsic and interpersonal 
factors. Intrinsic factors were defined as provider-specific factors and included emotions, 
values, beliefs, education, and training of the PCP (Mulder et al., 2009; Otte et al., 2017; 
Balducci, 2012; Selby & Bean, 2019). Interpersonal factors were defined as factors that 
involved other entities besides the PCP and included patient-provider communication and 
relationships, as well as administrative burdens (Brooks, 2019; Brassfield & Buchbinder, 
2020; Selby & Bean, 2019; Kelly & Varghese, 2006; Pasman et al., 2013; Hagens et al., 
2017). The remainder of this chapter discusses the various effects of the intrinsic and 
interpersonal factors on MAiD discussions within primary care in greater detail.  
Throughout this chapter, it is important to note that there is a marked lack of MAiD 
research involving NP participants, and that most of the research includes MD participants 
situated within the primary care setting. Although both MDs and NPs act as PCPs within the 
Canadian primary care context, the role of NPs is not internationally standardized (Canadian 
Nurses Association, 2002). This lack of international standardization may contribute to the 
lack of NP-specific primary care and MAiD-related research. Due to the lack of NP-specific 
research and Canadian federal support of both MDs and NPs as PCPs (Statistics Canada, 
2019; Bill C-14, 2016), the findings of this ILR will be applied to all PCPs situated in 
Canada.  
Intrinsic Factors 
 Intrinsic factors that affected the discussion of MAiD in primary care included the 
emotions (Mulder et al., 2009; Otte et al., 2017), values, beliefs (Balducci, 2012; Otte et al., 
2017; Selby & Bean, 2019), education level, and training (Mulder et al., 2009; Otte et al., 
2017) of PCPs. Intrinsic factors are defined in this paper as factors that are provider-specific 
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and do not directly involve patients or other health care providers. While negatively 
perceived emotions, values, and beliefs were found to serve primarily as factors that 
prevented the discussion of MAiD, increased levels of education and training in end of life 
care and communication were consistently found to be factors that promoted the discussion 
of MAiD in primary care.  
Primary Care Provider Emotional Responses 
Negatively perceived emotions experienced by PCPs were largely identified as 
factors that prevented the discussion of MAiD within the primary care setting. While feelings 
of incompetence, shame, and fear were identified as factors that prevented MAiD 
discussions, feelings of discomfort served in a dual role as both a factor that prevented and a 
factor that promoted MAiD discussions (Selby & Bean, 2019; Kelly & Varghese, 2006). 
Although the experience of PCPs feeling negatively perceived emotions themselves did not 
prevent MAiD discussions, certain actions associated with negatively perceived emotions 
were performed by PCPs and served as factors that prevented MAiD discussions (Kelly & 
Varghese, 2006). For example, Kremeike et al. (2018) reported that feelings of discomfort 
often led PCPs to either neglect the issue of MAiD entirely with their patients or avoid 
having in-depth discussions about dying. Additionally, Pasman et al., (2013) found that the 
presence of negatively perceived emotions impaired MAiD-related communication and 
promoted avoidant behaviour, which led to the significantly decreased quality of patient care 
(Pasman et al., 2013). For that reason, this section will examine the effects of PCP personal 
emotions on the discussion of MAiD within the primary care setting.  
 Negatively perceived emotions emerged as one factor that prevented PCPs from 
discussing MAiD with their patients. These negatively perceived emotions included feelings 
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of incompetence, shame, and fear (Mulder et al., 2009; Brassfield & Buchbinder, 2020; Otte 
et al., 2017). Out of 55 physician respondents in a study conducted in the Netherlands by 
Mulder et al. (2009), 85-86% of participants felt “limited competence” or “incompetent” 
when discussing MAiD with their patients. When asked to elaborate on what they meant, the 
participants reported feelings of embarrassment and shame for not being sufficiently skilled 
in certain parts of their work and expressed reluctance to asking for help (Mulder et al., 
2009). These feelings of incompetence and shame led to avoidant behaviours and a decreased 
prevalence of MAiD discussions in practice (Mulder et al., 2009). In a study involving 29 
American physicians informing patients about MAiD as an end of life option, PCP feelings 
of discomfort and fear related to confronting their own mortality prevented the discussion of 
MAiD between PCPs and their patients (Brassfield & Buchbinder, 2020). When asked about 
this fear, participants reported being concerned for their own mental health and worried about 
not being able to handle the emotional impacts of discussing MAiD in practice. According to 
Otte et al. (2017), fear again led to the avoidance of MAiD discussions. In summary, Mulder 
et al., (2009), Brassfield and Buchbinder (2020), and Otte et al. (2017) found that PCP 
feelings of incompetence, shame, and fear led to the avoidance of MAiD discussions within 
the primary care setting.  
Unlike incompetence, shame, and fear, the feeling of discomfort was shown to serve 
as both a factor that promoted and prevented the discussion of MAiD in primary care (Selby 
& Bean, 2019; Kelly & Varghese, 2006). In a literature review focused on identifying 
barriers and facilitators of Canadian oncologists initiating MAiD discussions with their 
patients, participants reported difficulty discussing MAiD due to personal feelings of 
discomfort (Selby & Bean, 2019). In this case, the feeling of discomfort was a factor that 
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prevented discussion of MAiD. However, in a case study analysis published by Kelly and 
Varghese (2006), it was suggested that the shared feelings of discomfort experienced by both 
the patient and PCP could serve as a catalyst for MAiD discussion. In other words, if both 
parties were concerned about the possibility of MAiD and the experience of worrying was 
causing a great deal of distress, the act of having the conversation could be a relief. In that 
case, the feeling of discomfort was a factor that promoted the discussion of MAiD. Kelly and 
Varghese (2006) also considered that PCP discomfort could be beneficial, as it could serve as 
a cue for that PCP to identify personal beliefs and biases, reactions to illness, and fears about 
death. Once the PCP could identify, process, and understand their own beliefs, they could be 
in a more suitable position to empathize with patients and engage in quality discussions with 
their patients (Kelly & Varghese, 2006). Selby and Bean (2019) echoed this thought and 
recommended that all health care providers be attuned to their own emotions, biases, and 
philosophical beliefs – particularly when concerning the ethically complex topic of MAiD. 
Hence, feelings of discomfort were shown to be both a factor that promoted and prevented 
the discussion of MAiD within the primary care setting.  
In summary, the emotions of incompetence, shame, and fear were factors that 
prevented MAiD discussions (Mulder et al., 2009; Otte et al., 2017), while discomfort was 
both a factor that prevented and promoted MAiD discussions (Kelly & Varghese, 2006). 
Although PCP negatively perceived emotions were identified as factors that both prevented 
and promoted MAiD discussions, the general consensus was that negatively perceived 
emotions served largely as factors that prevented the discussion of MAiD within the primary 
care setting (Kremeike et al., 2018; Selby & Bean, 2019).   
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Primary Care Provider Values and Beliefs 
 Many PCP values and beliefs were found to influence the discussion of MAiD in 
primary care including beliefs concerning professional role (Balducci, 2012; Otte et al., 2017; 
Tuffrey-Wijne et al., 2018) and an active refusal to discuss MAiD based on personal beliefs 
(Selby & Bean, 2019; Brassfield & Buchbinder, 2020; Kouwenhoven et al., 2014; Balducci, 
2012). Uncertainty regarding the professional role of PCPs in the context of MAiD was 
found to affect patient decision-making and autonomy (Otte et al., 2017). As both patients 
and PCPs independently possess the choice to participate in MAiD or not, a balance of 
respecting patient autonomy and PCP autonomy must be assessed and achieved to promote 
sustainable practices and patient-centered care.  
Several of the selected articles cited that multiple physician participants struggled 
with the intersection of MAiD and their understanding of their professional roles (Mulder et 
al., 2009; Otte et al., 2017; Tuffrey-Wijne et al., 2018). This role uncertainty within the 
MAiD process served as a factor that prevented MAiD discussions within primary care. 
Balducci (2012) presented a twofold argument against the inclusion of MAiD practices 
within the physician role stating that they are: (1) honour-bound to preserve life and 
participating in the execution of a human being, even with the intent of relieving suffering, is 
antithetic to their duty; and (2) not trained in the practice of execution and a professional who 
is trained in this procedure, such as a “death technician” should be utilized instead (p. 60). In 
addition, Otte et al. (2017) presented the dilemma of patient suffering and questioned if the 
role of PCPs was to attempt to alleviate patient suffering through traditional means of 
medicine even if the practice proved ineffective, or if the act of denying suicide and allowing 
the patient to live and therefore suffer was considered to be a greater “harm by omission” (p. 
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253). Tuffrey-Wijne et al. (2018) further explored the balance of beneficence and 
nonmaleficence and echoed the uncertainty of determining if suffering was best relieved by 
death or by not causing the patient undue harm. Finally, one physician participant 
interviewed by Otte et al. (2017) believed that the promotion of MAiD would decrease the 
resources available to supply robust palliative care programs. Other physician participants 
believed that supporting MAiD would lead to the process evolving into a “common and 
frequent” procedure which was an undesirable outcome (Otte et al., 2017). Brassfield and 
Buchbinder (2020) delve even further into the distinction of professional role related to 
MAiD and state that providing education and information to patients about MAiD falls 
within the PCP scope of practice but initiating the discussion does not. In their analysis of 
MAiD communication in the United States, Brassfield and Buchbinder (2020) report that 
PCPs are bioethically mandated to wait until patients initiate the discussion of MAiD since 
patients who are likely interested in MAiD would be well-educated on the topic themselves 
and that the MAiD discussion should not be initiated by the PCP because of the potential for 
undue influence and harm to the patient-provider relationship. Even though Balducci (2012), 
Otte et al. (2017), and Tuffrey-Wijne et al. (2018) presented both the pros and cons of 
including MAiD discussions within the PCP’s professional role, it was found that uncertainty 
in the PCP’s professional role led to a general avoidance of discussing MAiD within the 
primary care setting.  
 An additional factor that prevented the discussion of MAiD in primary care was the 
active refusal of PCPs to do so based on personal beliefs. Refusals to discuss MAiD in 
practice were fuelled by the beliefs that discussing MAiD would encourage patients to follow 
through with the process (Selby & Bean, 2019; Brassfield & Buchbinder, 2020), that there 
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was no point to exploring the option of MAiD if their patients were ineligible for it 
(Kouwenhoven et al., 2014), that patients would not request MAiD if their symptoms were 
well controlled (Selby & Bean, 2019), and that discussing MAiD with the patient equated to 
the belief that life was not worth living (Balducci, 2012). First, Selby and Bean (2019) 
discovered that several physician participants were concerned about how discussing MAiD 
with patients could be interpreted as tacit encouragement or coercion to complete suicide. 
Similar findings were found by Brassfield and Buchbinder (2020) who reported that some 
physician participants were concerned about the differentiation of informing versus 
encouraging MAiD in clinical discussions and avoided bringing up the topic of MAiD 
themselves due to the fear of legal persecution and unconsciously influencing their patients’ 
decision-making processes (Brassfield & Buchbinder, 2020). Second, Kouwenhoven et al. 
(2014) reported that some PCPs consciously chose to not address the issue of MAiD with 
patients if they were aware that the patient was ineligible for the process in any way. Third, 
some PCPs theorized that poorly managed symptoms at end of life (such as pain) could lead 
to patients requesting MAiD before they felt ready (Selby & Bean, 2019). In other words, it 
was suggested that patients who do not receive adequate end of life symptom management 
may prematurely request MAiD due to a perceived lack of effective care options (Selby & 
Bean, 2019; CSPCP, 2019). Fourth, Balducci (2012) presented one example in a comparative 
case study analysis where a physician believed that exploring his patient’s request for 
euthanasia equated to accepting that his patient’s life was not worth living. Regarding values 
and beliefs, PCPs were reluctant to discuss MAiD with patients due to the risks of perceived 
undue influence and coercion, patient ineligibility, resource competition, and individualized 
views on the meaning of life.  
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 Overall, it was found that several professional and personal beliefs held by PCPs 
concerning MAiD were factors that prevented the discussion of MAiD in primary care. 
Although it has been suggested that providing patients with all available treatment options 
including MAiD is paramount to promoting autonomous decision-making within the primary 
care context (Brassfield & Buchbinder, 2020), several PCPs were found to express 
unwillingness to participate in MAiD due to their own beliefs and moral values, even when 
they knew that their refusals could negatively impact patient treatment choices and autonomy 
(Otte et al., 2017).  As PCPs are ideally situated to explore the option of MAiD as an end of 
life care option in the primary care setting, it is recommended that all PCPs be aware of how 
their own beliefs, values, and emotions affect their practice in order to provide quality patient 
care (Selby & Bean, 2019). It is evident that any omission of patient choice based on PCP 
values and beliefs can limit patient autonomy and lead to decreased quality of patient care. 
Primary Care Provider Education and Training 
 Limited education relevant to MAiD, fewer hours spent in end of life clinical care, 
and difficulty applying knowledge to specialized populations served as factors that prevented 
the discussion of MAiD within the primary care setting (Mulder et al., 2009; Otte et al., 
2017; Tuffrey-Wijne et al., 2018). For the purposes of this paper, specialized patient 
populations include patients diagnosed with mental health disorders, intellectual limitations, 
or other communicative barriers (Tuffrey-Wijne et al., 2018). While the definitions for 
MAiD, end of life care, and palliative care have already been discussed, the terms are often 
confused when assessing education relevant to MAiD. According to Mulder et al. (2009), 
education related to MAiD is often taught along with palliative care in Dutch medical 
schools, and the two concepts are often combined when assessing the clinical impact of 
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medical education. While Canadian medical and nursing programs include MAiD in their 
educational curricula, it is unclear as to how clearly the distinction is made between MAiD 
and other end of life care options versus palliative care. To investigate this point, several 
Canadian publications were assessed. The Canadian Nurses Association has published a 
national nursing framework on MAiD in Canada to guide all nurses, inclusive of NPs, in the 
clinical implementation and education of MAiD (2017). Despite the presence of a national 
guiding framework, a comprehensive evaluation of MAiD education practices across nursing 
schools in BC or Canada could not be found in the publication or on a cursory search of 
Canadian research. Similarly, no articles reviewed in this ILR referenced NP education and 
training programs in relation to MAiD. Interestingly, the CSPCP (2018) published a 
competency-based model of medical education, inclusive of MAiD-specific competencies, 
that was designed to promote effective end of life care. Although the inclusion of MAiD 
competencies was reported to be a recent change in the document, the fact that MAiD is 
included within the publication is puzzling as it is entitled “Palliative Care Competencies for 
Undergraduate Medical Students in Canada” (CSPCP, 2018). Based on the lack of MAiD-
specific education found in the research, the potential inclusion of MAiD education within 
palliative care curricula and the inclusion of MAiD competencies within Canadian palliative 
care publications, the effect of “palliative care education” as a concept inclusive of MAiD 
has been analyzed in this review. Overall, limited palliative care education and clinical 
experience prevented MAiD discussions (Mulder et al., 2009; Otte et al., 2017), more time 
spent on palliative care education and clinical experience promoted MAiD discussions 
(Mulder et al., 2009; Otte et al., 2017), and difficulty applying relevant knowledge to 
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specialized patient populations prevented MAiD discussions within the primary care setting 
(Tuffrey-Wijne et al., 2018).  
Limited formal palliative care education was found to be a factor that prevented 
MAiD discussions within the primary care setting. Several physician participants interviewed 
by Mulder et al. (2009) and Otte et al. (2017) reported feeling inadequately trained to hold 
end of life care conversations at the undergraduate, graduate, and post-graduate levels. Otte 
et al. (2017) specified that physicians were required to train in palliative care, but few Swiss 
universities offered formal courses in palliative care and the average number of hours 
completed by physicians in palliative care (10.2) fell far below the number of hours (40) 
recommended by the European Palliative Care Association’s Education Expert Group. Selby 
and Bean (2019) also reported that physicians’ lack of knowledge about the MAiD process 
led to an increased unwillingness to discuss the topic in practice. Mulder et al. (2009) 
identified that physicians lacked education in resolving emotional issues in practice which 
ultimately led to the potential for greater psychological distress experienced because of 
MAiD discussions. The death of terminally ill patients was found to have a strong emotional 
impact on physicians and “dealing with death” was identified as a major gap in the clinical 
education of medical residents (Mulder et al., 2009). Consequently, it was identified that 
fewer hours of palliative care-related education in professional training programs led to a 
greater amount of perceived inadequacy in holding palliative care conversations and 
increased psychological distress for PCPs addressing emotional issues surrounding death in 
clinical practice (Otte et al., 2017; Mulder et al., 2009). 
Conversely, physicians who reported greater hours of palliative care training, 
participated in a palliative care-centered course, and spent more time in their clinical practice 
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with end of life patients reported improved feelings of competence and knowledge when 
discussing death with their patients (Otte et al., 2017; Mulder et al., 2009). Palliative care 
courses that focused on patient requests for MAiD were especially valuable as they taught 
PCPs how to navigate the discussion post-request and explore aspects of suffering that could 
be relieved by other treatments (Otte et al., 2017). Participants of palliative care courses 
reported that even in cases where the patient’s wishes differed from the PCP’s, the act of 
willingly participating in the discussion of MAiD was found to be meaningful to both the 
patient and their family members (Otte et al., 2017). The psychological impact of death and 
death-related discussions were also minimized in PCPs who exhibited strong legal and 
ethical knowledge concerning MAiD (Otte et al., 2017).  Medical resident participants also 
felt more competent having spent more years in clinical practice and having more 
opportunity to engage in end of life care (Mulder et al., 2009). Specifically, experience with 
engaging in end of life care conversations more than ten times, managing palliative-related 
symptoms such as pain or dyspnea, and presenting limited treatment options improved 
perceived competence in providing high quality end of life care (Mulder et al., 2009). Even 
increased participation in end of life care as a witness, supervisor, or consultant improved 
provider-perceived end of life communication competence (Otte et al., 2017). In summary, 
increased time spent in palliative care education and more frequent involvement in end of life 
clinical experience were identified as factors that promoted the discussion of MAiD in 
primary care practice (Mulder et al., 2009; Otte et al., 2017).  
Even though some PCPs reported adequate knowledge in end of life care assessment 
techniques and ethical principles, difficulty applying this knowledge to specialized patient 
populations was a factor that prevented MAiD discussions in primary care (Tuffrey-Wijne et 
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al., 2018). In a review of 416 post-MAiD case summaries collected over 5 years in the 
Netherlands, 9 cases were identified as being related to patients with intellectual disabilities 
or autism spectrum disorder (Tuffrey-Wijne et al., 2018). Of the 9 cases, 8 mentioned 
vaguely that decisional capacity had been assessed, and 2 presented judgemental uncertainty 
or conflicts of opinion related to patient capacity (Tuffrey-Wijne et al., 2018). After a direct 
content analysis was performed, challenges to correctly assessing decision-making capacity 
was due to uncertainty gauging levels of suffering as well as the presence of cognitive and 
communicative barriers (Tuffrey-Wijne et al., 2018). Questionable accuracy in the 
assessment of patient decision-making capacity has also been noted in patients who have a 
diagnosis of dementia (Wiebe et al., 2019) and in the pediatric population (Health Canada, 
2019). Considering that PCPs are responsible for assessing if the patient is capable of rational 
thought and voluntary, informed choice when participating in end of life decision-making 
(Government of Canada, 2012), performing an accurate assessment of the patient is an 
important element of care. In short, increased uncertainty regarding assessment techniques 
for end of life patients in specialized populations served as a factor that prevented the 
discussion of MAiD in primary care (Tuffrey-Wijne et al., 2018).  
To conclude, increased participation in educational programs and end of life clinical 
care were factors that promoted MAiD discussions, while limited education, clinical 
experience, and care involving specialized populations were factors that prevented MAiD 
discussions (Mulder et al., 2009; Otte et al., 2017; Tuffrey-Wijne et al., 2018). Based on the 
literature, it has been suggested that completion of formal palliative care education programs 
and involvement in end of life care in a variety of roles may serve to promote the discussion 
of MAiD in primary care (Mulder et al., 2009; Otte et al., 2017). 
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Interpersonal Factors 
 Interpersonal factors are variables that involve the PCP and others, and include 
communication between the patient and PCP, relationship between the patient and PCP, and 
MAiD-related administrative burdens. Generally, improved quality of communication and 
relationships between the patient and PCPs served as factors that promoted the discussion of 
MAiD in primary care (Brooks, 2019; Brassfield & Buchbinder, 2020; Selby & Bean, 2019; 
Kelly & Varghese, 2006; Pasman et al., 2013; Hagens et al., 2017). In contrast, 
administrative burdens were factors that prevented the discussion of MAiD (Brassfield & 
Buchbinder, 2020; Selby & Bean, 2019; Brooks, 2019). Unlike the provider-specific factors 
identified previously, this section will explore how interpersonal factors influence the 
discussion of MAiD within the primary care setting.  
Communication 
 Effective PCP communication skills and strategies were identified as factors that 
promoted MAiD discussions (Brooks, 2019; Pasman et al., 2013; Brassfield & Buchbinder, 
2020; Selby & Bean, 2019), while postponing the discussion was identified as a factor that 
prevented MAiD discussions within the primary care setting (Otte et al., 2017; Pasman et al., 
2013). In this case, effective communication skills and strategies included non-judgemental 
communication techniques, presenting MAiD as one of several end of life options, 
identifying and being responsive to patient cues, and using scripts (Brooks, 2019; Pasman et 
al., 2013; Brassfield & Buchbinder, 2020; Selby & Bean, 2019). Addressing effective 
communication within primary care is essential, as over half of the 91 Dutch medical 
residents studied by Mulder et al., (2009) believed that it was “normal” to struggle with 
caring for and communicating with dying patients. Although addressing end of life issues 
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was considered a rare occurrence, on an analysis of three primary studies involving almost 
2,000 collective health care provider participants, approximately 12-30% of participants 
encountered patients who expressed a desire to die (Kremeike et al., 2018). To provide 
comprehensive end of life care within the primary care setting, the development and use of 
effective communication skills and strategies were found to be factors that promoted the 
discussion of MAiD.  
 When assessing PCP communication skills and strategies, Brooks (2019) and Pasman 
et al. (2013) reported that clear, non-judgemental communication was the most important 
goal in MAiD discussions. It was found that “at least some of the interviewed physicians did 
not have the skills to communicate well with their patient about wishes to die” which led to 
“sub-optimal care” (Pasman et al., 2013, p. 317). One physician respondent interviewed by 
Brassfield and Buchbinder (2020) suggested that PCPs present facts in a neutral manner by 
avoiding personal, value-laden language, and presenting objective, impersonal facts 
whenever possible. For example, it was suggested that PCPs use statements such as, “MAiD 
is a legal option in British Columbia,” or “What do you know about MAiD?” to introduce the 
topic and gauge the patient’s current understanding of the subject. Another strategy 
recommended was to present the facts about MAiD and allow patients to direct the 
conversation afterward (Brassfield & Buchbinder, 2020). This strategy ensured that patients 
were aware of MAiD as an option they could discuss with their PCP while minimizing the 
risk of undue influence (Brassfield & Buchbinder, 2020). In short, a clear, non-judgemental 
manner of presenting information about MAiD was recommended to promote the discussion 
of MAiD in primary care.  
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 Some participants reported success initiating the discussion of MAiD by presenting 
the concept as an end of life care option in jurisdictions where this process was legal (Selby 
& Bean, 2019; Brassfield & Buchbinder, 2020). Particularly in areas in which MAiD was 
recently legislated, physician participants suggested that patients were “not generally well-
informed about either the existence of the law or the process of using it” (Brassfield & 
Buchbinder, 2020, p 57) and that the role of the PCP was to aid in the education of their 
patients in this matter. However, there have been legal and ethical concerns raised regarding 
PCPs introducing the concept of MAiD with patients, since this act was suggested to cause 
undue influence and coercion (Selby & Bean, 2019). According to Selby and Bean (2019), 
the option of MAiD has been successfully introduced by PCPs asking, “Are you aware that 
there is a new law in Canada that gives people more choice and control in how they wish 
their death to occur?” This question allowed PCPs to educate patients about MAiD in a 
neutral tone while providing the opportunity for interested patients to be given more details 
about MAiD or offered a referral (Selby & Bean, 2019). Several physicians involved in 
research held in the USA and the Netherlands also found success introducing the topic of 
MAiD by using legal requirements for MAiD to guide the discussion and suggested that 
Canadian PCPs could do the same (i.e. beginning the discussion by describing what the 
requirements are for a grievous and irremediable condition) (Selby & Bean, 2019). In 
summary, PCPs globally have found that using jurisdictional-specific legislation to guide 
conversation and educate about MAiD as an end of life care option was a factor that 
promoted MAiD discussions in primary care.  
 Third, physician participants who accurately identified patient cues in practice 
reported being able to use these cues to effectively initiate the discussion of MAiD in primary 
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care (Brassfield & Buchbinder, 2020; Selby & Bean, 2019). Participants reported feeling 
more comfortable introducing MAiD as an end of life care option if patients were exhibiting 
symptoms of pain or commenting about death (Selby & Bean, 2019; Brassfield & 
Buchbinder, 2020). Though patient-derived comments about retaining control in death and 
plans for suicide easily prompted PCPs to initiate the MAiD discussion (Brassfield & 
Buchbinder, 2020), more vague statements such as “I’m getting tired of all this,” “I’m 
finding this harder now,” “I’ve suffered enough,” and “I’m ready to let go,” were 
recommended to be taken seriously and adequately explored by PCPs (Selby & Bean, 2019, 
p. 61). On the other hand, patients stating, “I don’t want to stop taking my medicines ‘cause 
that would be a sin,” prompted PCPs to avoid the discussion of MAiD based on their 
understanding of patient values (Brassfield & Buchbinder, 2020, p 58). Therefore, it is 
imperative that PCPs use a person-centered approach that incorporates knowledge of patient 
values and preferences when determining end of life planning and decision-making 
(Brassfield & Buchbinder, 2020). In many cases, it was found that patients only wanted 
information about MAiD and were not interested in following through with the process 
(Selby & Bean, 2019; Brassfield & Buchbinder, 2020). Accurately identifying patient cues in 
practice was a factor that promoted the discussion of MAiD and led to PCPs gaining a better 
understanding of patient values and preferences (Selby & Bean, 2019; Brassfield & 
Buchbinder, 2020).  
 Fourth, the use of preformed, nonjudgmental scripts has been suggested for the use of 
PCPs if patients first broach the topic of MAiD (Selby & Bean, 2019). Selby and Bean 
(2019) recommended scripted phrases such as, “Tell me more about that,” “What is most 
difficult for you right now?” and “I am happy to help you in any way I can…Can you tell me 
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more about what might feel right for you right now?” (p. 62). Through scripts and the 
adequate exploration of patient end of life concerns inclusive of MAiD, PCPs can provide 
higher quality and more comprehensive care within the primary care setting.  
On the other hand, the choice to postpone end of life care planning discussions was a 
factor that prevented the discussion of MAiD in primary care. Oftentimes, the postponing of 
end of life care planning discussions was shown to negatively impact patient autonomy since 
patients often deteriorated or died prior to holding that discussion (Otte et al., 2017). When 
asked about why the conversation was deferred, one physician participant stated that he often 
hoped that the patient’s wish to die would pass so he would not be obligated to discuss the 
matter with them (Pasman et al., 2013). In another interview where a patient had been 
previously refused MAiD, the patient reported that their PCP had explicitly instructed them 
to not bring up the topic again or ask about it in the future (Pasman et al., 2013). However, 
this statement was refuted by the PCP in that same study (Pasman et al., 2013) signifying that 
a miscommunication was likely. In Pasman et al.’s (2013) study, PCPs did not typically 
arrange follow up conversations to discuss MAiD with their patients. This lack of follow up 
led to missed opportunities to gain insight into patient needs and to compromised 
relationships between the patients and PCPs (Pasman et al., 2013). Overall, the postponing of 
end of life discussions due to feelings of PCP and patient discomfort, perceived PCP refusal 
to engage in the discussion, and lack of follow up were factors that prevented the discussion 
of MAiD in primary care. 
In summary, several factors involving communication affected the discussion of 
MAiD in primary care. Neutral communication techniques, discussion of MAiD as an end of 
life care option, identification of patient cues, and scripted responses were identified as 
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factors that promoted the discussion of MAiD (Selby & Bean, 2019; Brassfield & 
Buchbinder, 2020). Postponing end of life discussions was identified as a factor that 
prevented the discussion of MAiD in primary care (Otte et al., 2017; Pasman et al., 2013). 
While several references reported that there is still widespread discomfort around PCPs 
discussing MAiD with their patients, effective communication strategies promoted MAiD 
discussion while postponing end of life conversations prevented it.  
Patient and Primary Care Provider Relationships 
 The relationships between PCPs and their patients were identified as factors that both 
promoted and prevented MAiD discussions in primary care. When close relationships existed 
between PCPs and patients, increased knowledge of values and preferences served as factors 
that promoted the discussion of MAiD (Kelly & Varghese, 2006). Despite a close 
relationship however, PCP fears of damaging the relationship, considerations for patient 
circumstances, and patient fears served as factors that prevented MAiD discussions 
(Brassfield & Buchbinder, 2020; Hagens et al., 2017). When distant relationships existed 
between PCPs and patients, a perceived lack of connectedness, lack of understanding, and 
invasion of privacy served as factors that prevented the discussion of MAiD (Hagens et al., 
2017; Kelly & Varghese, 2006; Pasman et al., 2013). Even though numerous factors related 
to the patient-provider relationship influenced the discussion of MAiD, a close relationship 
between the two has been encouraged to promote the discussion of MAiD in primary care 
(Selby & Bean, 2019). 
 Close relationships between patients and PCPs were shown in multiple articles to 
promote the discussion of MAiD based on an improved knowledge of patient values and 
preferences (Kelly & Varghese, 2006; Brassfield & Buchbinder, 2020; Hagens et al., 2017; 
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Pasman et al., 2013; Selby & Bean, 2019). Kelly and Varghese (2006) cited the patient-
provider relationship as a critical factor in clinical practice and described it as “the vehicle by 
which discussions around emotionally significant issues occur” (p. 52). In the case study 
analysis performed by Kelly and Varghese (2006), positive relationships between patients 
and PCPs who actively sought to engage with and understand each other correlated with an 
improved understanding and exploration of patient treatment choices within MAiD 
discussions. To promote MAiD discussions in primary care, fostering strong therapeutic 
relationships between patients and PCPs was shown to be vital (Selby & Bean, 2019).  
 Though close patient-provider relationships were often viewed as factors that 
promoted the discussion of MAiD in primary care, multiple barriers were identified despite 
these close relationships. Such barriers included fears of damaging the relationship and 
considerations for the other’s situational circumstances (Brassfield & Buchbinder, 2020; 
Hagens et al., 2017). One physician participant interviewed by Brassfield and Buchbinder 
(2020) expressed concerns that initiating the MAiD discussion could damage the relationship 
between them and their patients due to polarizing views of the topic, causing patients to 
become upset, extinguishing hope for recovery, and implicitly communicating a terminal 
prognosis. In that physician’s case, such fears were not unfounded as they had personally 
experienced a situation involving verbal violence from a patient’s daughter and a restraining 
order after discussing MAiD with one of their patients (Brassfield & Buchbinder, 2020). 
Another physician participant interviewed by Brassfield and Buchbinder (2020) expressed 
reluctance to present MAiD as an option to their patients since there were significant burdens 
(i.e. added cost of the medication, limited access to a pharmacy that would dispense the 
medications, and risk of ineligibility) that limited access to the service even if the patient was 
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interested. Likewise, patients were also limited by close relationships between them and their 
PCPs (Hagens et al., 2017). During interviews with patients who preferred seeking de-
medicalised assistance in dying as an alternative to discussing MAiD with their regular PCPs, 
common feelings included not wanting to burden their PCPs, fear of becoming too dependent 
on their PCPs, and feeling like the request was too similar to asking a friend for a favour 
(Hagens et al., 2017). In summary, fear of compromising the patient-provider relationship 
and consideration for the other’s situational circumstances were factors that prevented MAiD 
discussions in primary care (Brassfield & Buchbinder, 2020; Hagens et al., 2017).  
 In circumstances where patients and PCPs shared distant relationships, a perceived 
lack of connectedness (Hagens et al., 2017), lack of understanding (Kelly & Varghese, 2006), 
and loss of privacy (Pasman et al., 2013) served as factors that prevented the discussion of 
MAiD in primary care. Several patients who had been rejected for MAiD reported that a poor 
relationship with little trust between the patient and PCP led patients to experience a lack of 
connection and described it was “impossible to seriously discuss the wish to die” (Hagens et 
al., 2017, p. 546). Regarding the lack of understanding, many factors such as gender, class, 
culture, ethnicity, and age were reported to affect how the patient viewed the PCP (Kelly & 
Varghese, 2006). For example, Kelly and Varghese (2006) stated that many physicians 
typically come from certain socioeconomic groups which put them at odds with vulnerable 
populations. Since patient perceptions of dying, suffering, illness, and disability are rooted in 
personal and culturally-influenced beliefs, it was suggested that certain physicians falsely 
assumed patient beliefs and care preferences based on their upbringing which led to poor 
patient-provider relationships (Kelly & Varghese, 2006). Finally, inclusion of a trainee 
during appointments was also identified as a factor which discouraged patients from 
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discussing MAiD with their PCPs (Pasman et al., 2013). Patients who had previously been 
refused for MAiD reported feeling uncomfortable discussing sensitive matters such as suicide 
and death preferences with a stranger present due to the lack of privacy and felt that “I’m not 
as close to my doctors as I used to be” (Pasman et al., 2013, p. 316). Accordingly, a distant 
patient-provider relationship combined with a lack of perceived connectedness, 
understanding, and privacy were factors that prevented the discussion of MAiD in primary 
care (Hagens et al., 2017; Kelly & Varghese, 2006; Pasman et al., 2013).  
 In summary, close relationships between PCPs and patients due to an improved 
understanding of patient values and preferences promoted the discussion of MAiD within the 
primary care setting (Kelly & Varghese, 2006). Conversely, patient and PCP-based fears of 
damaging the relationship and considerations for situational circumstances were factors that 
prevented MAiD discussions when a close patient-provider relationship was present 
(Brassfield & Buchbinder, 2020; Hagens et al., 2017; Pasman et al., 2013). Additional factors 
that prevented MAiD discussions in the presence of a distant patient-PCP relationship 
included a perceived lack of connectedness, understanding, and privacy (Hagens et al., 2017; 
Kelly & Varghese, 2006; Pasman et al., 2013). Although both factors that promoted and 
prevented MAiD discussions were identified when close patient-PCP relationships existed, 
only factors that prevented MAiD discussions were noted when patients and PCPs shared 
distant relationships. Therefore, the development of a close relationship between patients and 
PCPs has been suggested to promote the discussion of MAiD within the primary care setting.  
Administrative Burdens 
 Multiple administrative burdens were identified as factors that prevented the 
discussion of MAiD within the primary care setting and included time limitations, lack of 
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access to language translation services, absence of routine follow up practices to discuss end 
of life issues, and mandatory reporting guideline documentation (Brassfield & Buchbinder, 
2020; Selby & Bean, 2019; Pasman et al., 2013; Brooks, 2019). Time was identified as a 
factor that prevented MAiD discussions, as discussing end of life concerns, identifying goals 
of care, and speaking about assisted dying were all time-intensive conversations which were 
difficult to complete within clinical settings (Brassfield & Buchbinder, 2020; Selby & Bean, 
2019). Patients in which language barriers were present also presented with additional time 
requirements, as well as the need for professional interpreters to discuss highly sensitive 
topics (Selby & Bean, 2019). The lack of scheduled follow up appointments to discuss end of 
life concerns, aside from addressing acute ailments, was also identified as a factor that 
prevented the discussion of MAiD (Selby & Bean, 2019; Pasman et al., 2013). Finally, the 
administrative burden of completing mandatory reporting documentation served as an 
additional factor that prevented the discussion of MAiD. Although PCPs may only be 
required to complete one form related to the transfer of care within the MAiD process, some 
physician participants reported avoided the MAiD discussion altogether since they were 
reluctant to complete the associated documentation (Selby & Bean, 2019). Concerns 
regarding administrative barriers are not negligible, as recent qualitative reviews concluded 
that administrative and institutional barriers were reportedly the largest source of stress in the 
MAiD process experienced by Canadian MAiD providers (Brooks, 2019). Overall, multiple 
administrative burdens were identified as factors that prevented the discussion of MAiD 
within the primary care setting.  
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Evaluation of Intrinsic and Interpersonal Factors 
After assessing the findings of the ILR, multiple intrinsic and interpersonal factors 
were found to promote and prevent the discussion of MAiD within the primary care setting. 
However, due to limited literature reviews and meta-analyses on the topic, many of the 
factors that promoted and prevented MAiD discussions were pieced together as fragments 
from various articles. Based on an interpretation of the findings, this evaluation of the 
intrinsic and interpersonal factors will describe various strengths and weaknesses of the 
findings, insights into the literature, and areas of potential future research.  
Intrinsic factors that were shown to influence the discussion of MAiD in primary care 
included PCP-specific emotions, values, beliefs, education, and training. Based on the 
findings, negatively perceived emotions such as discomfort, fear, and shame were well 
documented in the literature (Selby & Bean, 2019; Kelly & Varghese, 2006). However, no 
mention was made of positively perceived emotions such as relief or anticipation, making the 
analysis of emotions largely one-sided. While it is enticing to assume that positive emotions 
promoted the discussion of MAiD, there was no evidence found in the ILR that supported 
this assumption. Next, specific personal and professional beliefs were well described in the 
findings, but it was unclear as to if there was any relationship between these beliefs and, if 
so, what the clinical significance was. No articles in the ILR clearly delineated the 
relationship between PCPs’ personal and professional beliefs and values. Even though PCPs 
may have varied personal and professional beliefs, it is somewhat inconsequential as PCPs 
have a professional and ethical duty to present all available care options to patients, including 
MAiD (CAMAP, 2020). Though the ethics of PCPs introducing the concept of MAiD in 
clinical discussion is debated in the literature due to concerns surrounding patient autonomy 
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and clinician influence (Selby & Bean, 2019), presenting the ethics surrounding this 
discussion is beyond the scope of this paper. Regarding PCP education and training, it was 
strongly concluded that increased education and training were beneficial to the discussion of 
MAiD in primary care practice. However, there was a marked lack of research specific to the 
effects of MAiD education on PCP practice. The inability to separate MAiD-specific 
education from palliative or end of life care education in the research serves as an additional 
barrier to assessing the true prevalence and efficacy of MAiD education in professional 
training programs. Overall, though PCPs’ emotions, values, beliefs, education, and training 
were clearly identified as factors that influenced the discussion of MAiD in primary care 
practice, further clarity is required to identify other potential influencing factors, describe the 
relationship between identified factors, and conduct additional research specific to MAiD.  
Based on the findings, interpersonal factors identified to influence the discussion of 
MAiD in primary care included communication, relationship, and administrative burdens. 
Unlike how emotions were presented in the literature, the effects of both effective and 
ineffective communication techniques used by PCPs were described in the ILR, providing 
more comprehensive data on how to promote facilitative communication strategies and 
mitigate communicative errors. However, the articles did not mention if or how suggested 
communication strategies should be adjusted for individual patients. For example, Balducci 
(2012) described a case study where two patients reacted very differently when faced with 
the identical phrase of “you are going to die very soon.” One patient reacted with relief while 
the other experienced significant distress. Even though both patients were told the same 
information, the patients’ reactions differed. This likely signified that patient context has a 
clinically relevant impact on communication. While this paper is focused on PCP 
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communication, it is important to note that effective communication involves both expression 
and reception. Even though this paper only identifies factors relevant to PCP communication 
and thus expression, ongoing research involving the assessment and identification of patient 
readiness cues is underway to better clarify what factors influence communicative reception 
in patients (Brassfield & Buchbinder, 2020). While communicative reception may be 
complicated by patients who have intellectual disabilities or medical conditions such as 
dementia (Tuffrey-Wijne et al., 2018; Wiebe et al., 2019), a detailed analysis of factors that 
complicate the accuracy of gauging informed decision making and assessing communicative 
reception in patients is beyond the scope of this paper. Additionally, while the search strategy 
was intentionally left broad to include all forms of communication, there was no mention of 
written communication such as educational brochures or pamphlets included in the review. 
Although most articles included reported that close relationships between patients and PCPs 
were beneficial to the discussion of MAiD in primary care, it was interesting to note that 
close relationships did not always promote MAiD discussions. Nonetheless, the promotion of 
close relationships between patients and PCPs has been recommended with relevant 
strategies included in the reviewed research. Finally, administrative burdens such as a lack of 
time and resources were identified. Though clinically relevant, these factors are much more 
tangible than other concepts like ‘education’ or ‘relationships’ and were presented in more 
recently published research (Selby & Bean, 2019; Brassfield & Buchbinder, 2020). As such, 
these factors are more likely to be easily addressed in the upcoming years without additional 
investigations required. Although the effects of communication, relationship, and 
administrative concerns on the discussion of MAiD in primary care have been identified in 
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the findings of this ILR, further research is required to explore MAiD-specific issues within 
the Canadian context.  
50 
 
CHAPTER IV: DISCUSSION 
Based on the findings of the ILR, several factors have been identified that address the 
research question of “What factors promote or prevent PCPs from discussing MAiD with 
their patients?” Next, a synthesis of thoughts concerning the development of a MAiD-
specific conversation guide and potential PCP role-associated communication variations will 
be presented. After, recommendations for primary care practice will be provided for BC 
PCPs to facilitate the promotion and mitigate the barriers to the discussion of MAiD. Finally, 
this chapter will conclude with strengths and limitations of this ILR along with 
recommendations for future research.  
The development and implementation of a MAiD conversation guide for use by 
Canadian PCPs may be beneficial to support the discussion of MAiD within the primary care 
context. While new tools, approaches, and guidelines are currently under development 
globally to assist with effective MAiD-related communication (Selby & Bean, 2019), pre-
existing resources such as primary care conversation guides and MAiD publications may 
potentially be adapted for use in supporting the discussion of MAiD. Even though 
conversation guides such as the serious illness conversation guide and SPIKES are not 
validated for use in MAiD (CAMAP, 2020), individual communication strategies found 
within the conversation guides may be adapted for use. For example, strategies to set up the 
conversation and explore key topics such as fears may be directly transferrable from the 
Serious Illness Conversation Guide (Ariadne Labs, n.d.). In other words, a PCP who is 
experienced at using the Serious Illness Conversation Guide and is already skilled at setting 
up conversations and exploring key topics with patients may be able to apply those skills 
directly to MAiD conversations as well. Another benefit to adapting specific communication 
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strategies from other conversation guides found in primary care is that those strategies can be 
implemented immediately. Alternatively, written material such as educational pamphlets on 
MAiD or publications about end of life care may have a place in supporting MAiD 
discussions. Although it would be valuable to assess if the use of written communication 
promoted or prevented the discussion of MAiD, mention of such media was noticeably 
absent in the findings. Though the development and implementation of a PCP-specific MAiD 
conversation guide would be ideal to support the discussion of MAiD in primary care 
settings, future research is required to support the development and implementation of such a 
guide.    
Next, although MDs and NPs are both accepted as PCPs in Canada, it is unclear as to 
if potential professional education and training differences influence how PCPs approach the 
discussion of MAiD within the Canadian primary care setting. Though the Canadian PCP 
role is typically filled by MDs and NPs and both professions are required to complete 
specific requirements (i.e. formal schooling, licensing exams and clinical practice), the 
academic program frameworks and philosophies differ between the fields of medicine and 
nursing. As education and training may influence the way in which tasks are performed, it is 
important to consider if clinically relevant differences exist in how MDs and NPs discuss 
MAiD as an end of life care option with their patients. Overall, research relevant to the 
discussion of MAiD has been developing over the last several years but can be further 
supplemented by additional research evaluating MD and NP communication approaches 
when discussing MAiD with their patients within the Canadian primary care setting.  
In summary, though various factors affected MAiD discussions, future research is 
required to support the discussion of MAiD between PCPs and their patients within the 
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primary care setting. Additional research, likely on the global scale, is required to develop a 
PCP-specific MAiD conversation guide for future use by Canadian PCPs. Simultaneously, a 
detailed evaluation of primary care MAiD communication approaches used by Canadian 
MDs and NPs is recommended. The next section of this chapter will provide 
recommendations to encourage factors that promote MAiD discussions and discourage 
factors that prevent MAiD discussions within the primary care setting of BC.  
Recommendations for Primary Care Practice 
To encourage factors that promote MAiD discussions and discourage factors that 
prevent MAiD discussions within the BC primary care setting, recommendations for PCPs 
include 1) identifying values, beliefs, and emotions that may prevent MAiD discussions and 
minimizing the effects on professional practices, 2) enhancing communication skills and 
strategies specific to MAiD discussion, 3) promoting the evaluation of patient values and 
beliefs through close patient relationships, and 4) identifying and mitigating administrative 
burdens related to the discussion of MAiD. A summary of these recommendations alongside 
their related barriers and facilitators is provided in Appendix D, but a brief explanation of 
each recommendation is provided in this chapter.  
Identifying and Addressing Values, Beliefs, and Emotions 
Based on a review of the literature, PCPs were recommended to manage values, 
beliefs, and emotions to promote the discussion of MAiD in primary care (Kelly & Varghese, 
2006). First, to manage the effects of values and beliefs on professional practice, PCPs were 
recommended to identify personal values and beliefs through reflective thinking (Kelly & 
Varghese, 2006). Reflective thinking involves the meditation about one’s character and is 
used to describe the process of clarifying and deepening a PCP’s individual understanding of 
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their perceptions (Alberta Health Services, 2017). Although published in Alberta, the Values-
Based Self-Assessment Tool for Health Care Providers is one example of a resource that may 
aid BC PCPs in reflective thinking (Alberta Health Services, 2017). After personal values 
and beliefs have been identified, PCPs are urged to examine the effects of personal values 
and beliefs on their professional practice through further self-reflection, discussion with 
peers, and receipt of feedback (Kelly & Varghese, 2006; Alberta Health Services, 2017). 
Through engaging in this process of reflective thinking and evaluation of potential bias on 
professional practice, PCPs may be better able to discuss MAiD in a clear, non-judgemental 
manner with their patients within the primary care setting. Second, even though the fear of 
PCP-associated mental health repercussions related to MAiD was identified as a factor that 
prevented the discussion of MAiD in primary care (Otte et al., 2017), the assumption that 
MAiD discussions caused mental health distress to PCPs was unfounded based on recent 
research (CAMAP, 2018). If psychological stress was experienced in relation to MAiD, PCPs 
were encouraged to participate in self care activities to mitigate the stress (Banner, Schiller, 
& Freeman, 2019; CAMAP, 2018). This improvement in self-awareness and mitigation of 
potential psychological stressors correlated to an improved ability of PCPs to hold MAiD 
discussions in primary care and provide quality patient care at end of life (Kelly & Varghese, 
2006; CAMAP, 2018). Overall, the effective identification and evaluation of personal values, 
beliefs, and emotions on professional practice was recommended for PCPs to promote the 
discussion of MAiD within the primary care setting (Kelly & Varghese, 2006; CAMAP, 
2018).  
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Developing Communication Skills and Strategies  
 To promote MAiD discussions in primary care, PCPs were encouraged to develop 
and use effective communication skills and strategies (Mulder et al., 2009; Otte et al., 2017; 
Selby & Bean, 2019). To learn about effective communication strategies and gain 
competence in their skills, PCPs were encouraged to actively seek formal and informal 
professional development opportunities in clinical areas pertaining to end of life care and 
MAiD (Mulder et al., 2009; Otte et al., 2017). Formally, PCPs were encouraged to complete 
palliative care courses which included MAiD-specific education to improve assessment and 
communication skills (Otte et al., 2017; Mulder et al., 2009). Informally, PCPs were 
encouraged to participate in clinical experiences as care providers, witnesses, supervisors, 
and consultants to increase their clinical experience and perceived competence related to 
palliative care and MAiD (Otte et al., 2017). After obtaining communication skills 
specifically beneficial to MAiD discussions, PCPs were encouraged to adopt such skills into 
practice (Selby & Bean, 2019). Suggestions for PCPs to integrate the topic of MAiD into 
primary care discussions are presented in Appendix D and were outlined earlier in the 
findings. While standardized MAiD-specific communication guides have yet to be developed 
within the Canadian health care context, PCPs are encouraged to enhance and utilize 
individual communication skills and strategies to promote effective discussion and quality 
patient care in practice (Selby & Bean, 2019).   
Promoting Patient-Provider Relationships 
To promote the discussion of MAiD, PCPs were encouraged to evaluate their 
patients’ values and beliefs through close care relationships (Kelly & Varghese, 2006; 
Perkins et al., 2009). Based on the literature, PCPs are ideally situated to discuss MAiD with 
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their patients based on close, long-standing patient relationships and long-term management 
of chronic health conditions (Perkins et al., 2009). However, a more complete understanding 
of patient values and beliefs may serve as a greater support to MAiD discussions within 
primary care compared to a close patient-provider relationship alone. In other words, a PCP 
who has known their patient for one year but has committed to exploring their values and 
beliefs would likely perform a more effective MAiD discussion compared to a PCP who has 
been treating their patient for five years but not committed to exploring their patient’s values 
and beliefs. Though the research has supported the maintenance of close patient-provider 
relationships to promote the discussion of MAiD within the primary care setting (Kelly & 
Varghese, 2006), PCPs must also commit to intentionally exploring patient values and beliefs 
concerning end of life care.  
Mitigating Administrative Burdens 
The effective identification and mitigation of administrative burdens has been 
reported to be factor that promoted the discussion of MAiD within the primary care setting. 
To minimize administrative burdens in primary care, strategies such as increasing the time 
allowed for end of life discussions, ensuring access to translation services if needed, and 
scheduling routine follow up appointments to discuss end of life concerns and follow up with 
MAiD inquiries were recommended (Brassfield & Buchbinder, 2020; Selby & Bean, 2019; 
Pasman et al., 2013; Brooks, 2019). While the findings of the ILR clearly identified potential 
administrative burdens within the primary care setting, PCPs must assess their individual 
practices and implement suitable changes according to their own practices. PCPs can utilize a 
change management model validated for use in health care to evaluate primary care practice 
needs, assess potential changes to clinic operations, implement changes, and evaluate the 
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efficacy of those changes (McKenzie, Neiger, & Thackeray, 2017). Although identification 
and mitigation of administrative burdens has been recommended to promote the discussion of 
MAiD in primary care, the adjustment of specific factors are largely dependent upon 
individual clinic operational capacity and must be assessed on a case by case basis 
considering BC’s diverse primary care landscape.  
In summary, recommendations for PCPs to promote the discussion of MAiD within 
the primary care setting include identifying and addressing PCP values, beliefs, and 
emotions, developing communication skills and strategies, intentionally exploring patient 
values and beliefs through close patient-provider relationships, and implementing 
individualized operational clinic changes to mitigate administrative burdens. Based on the 
findings and analysis of the ILR, multiple strategies for use by PCPs have been identified and 
can be found in Appendix D. In the next section, limitations of this ILR along with 
recommendations for future research will be reviewed.  
Limitations 
Based on a review of the articles included in this ILR, limitations included the 
presence of mostly qualitative studies, a skew favouring more recently published articles, and 
a lack of Canadian research. As shown in Appendix C, several references reviewed were 
qualitative in nature, suggesting that other methodologies such as quantitative research were 
underrepresented. However, it has been well established in the literature that numerous 
challenges to the analysis of MAiD were related to the subjective nature of death. To 
illustrate this point, Balducci (2012) reported that it was challenging to quantitatively assess 
factors that influenced MAiD discussions due to the lack of validated assessment tools, the 
varied experience of dying, and the inherently emotional impact of death. Consequently, the 
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prominence of qualitative studies and marked absence of quantitative studies reflected the 
subjective nature of the topic, not weakness in methodology. Next, although no restrictions 
were placed on publication dates, newer references were found to contain more relevant data 
pertaining to the research question and thus findings from these references were 
preferentially included throughout this paper (Otte et al., 2017; Selby & Bean, 2019; Brooks, 
2019; Brassfield & Buchbinder, 2020). Although these articles involved scoping reviews and 
other high-quality methodologies, it is unclear as to if the skew favouring recently published 
articles affected the findings of this ILR. Finally, there was a significant lack of Canadian 
research found, particularly concerning the topic of MAiD discussion from the PCP 
perspective (Selby & Bean, 2019; Otte et al., 2017). Although intended for the use of BC 
PCPs, this paper only included 2 Canadian references published within the last 2 years. Since 
most of the articles were retrieved from other countries, the findings may have limited 
applicability to BC care providers based on potential differences in professional and legal 
restrictions. As such, increased MAiD research situated within BC and Canada would better 
inform primary care practices specific to those locations. Although this ILR was based on 
sound methodology and presented findings extracted from a large, unbiased, and inclusive 
research base, limitations included the lack of quantifiable variables concerning MAiD, a 
skew toward recent publications, and questionable application of research to BC PCPs.  
Recommendations for Future Research 
 As discussed previously within the ILR, recommendations for future research include 
the development and implementation of conversation guides specific to primary care MAiD 
discussions as well as further evaluation of PCP communication approaches within the 
Canadian primary care setting. Even though select communicative strategies may overlap 
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between MAiD discussions and other discussions held within the primary care setting, a 
PCP-specific MAiD conversation guide intended for use within the Canadian or BC primary 
care setting has yet to be developed. Since avoidance and uncertainty were mentioned several 
times throughout the findings, the development of a concrete guide to support MAiD 
discussions may help alleviate PCP feelings of discomfort and promote the discussion of 
MAiD within the primary care setting. Additionally, there was a marked lack of MAiD 
research that involved NP participants. Likewise, limited research was available that assessed 
communication techniques used by MDs when discussing MAiD (Selby & Bean, 2019). Due 
to the lack of research assessing MD and NP communication specific to MAiD discussions 
held within the Canadian primary care context, it is difficult to evaluate the efficacy of 
specific communication strategies and determine if MD communication techniques differ 
from those used by NPs based on professional training differences. As such, evaluative 
research focused on PCP communication approaches to discussing MAiD within the 
Canadian primary care setting and the development of PCP-specific MAiD conversation 
guides are proposed foci for future research.   
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CHAPTER V: CONCLUSION 
 Even though MAiD has been legal in Canada since 2016, numerous PCPs have 
reported that MAiD remains a difficult topic to discuss within the primary care setting (Otte 
et al., 2017). As such, this ILR answered the question of “What factors promote or prevent 
PCPs from discussing MAiD with their patients?” Factors that promoted MAiD discussions 
included increased time spent completing professional education and training, well developed 
communication skills and strategies, and close relationships between patients and their PCPs 
(Mulder et al., 2009; Otte et al., 2017; Brassfield & Buchbinder, 2020; Selby & Bean, 2019).  
Conversely, limited levels of PCP self awareness regarding emotions, values, and beliefs, 
inadequate education and training, insufficient communication skills, and administrative 
burdens were identified as factors that prevented MAiD discussions (Selby & Bean, 2019; 
Kelly & Varghese, 2006; Otte et al., 2017). Based on the findings, several recommendations 
were provided for BC PCP use. Recommendations included identifying and addressing 
personal values, beliefs, and emotions, developing communication skills and strategies, 
exploring patient values and beliefs by fostering close patient-provider relationships, and 
implementing operational changes to mitigate administrative burdens (Kelly & Varghese, 
2006; Selby & Bean, 2019; Pasman et al., 2013). Due to current limitations in the research, 
future investigations are required to develop PCP-specific MAiD conversation guides and 
evaluate PCP communication approaches when discussing MAiD within the Canadian 
primary care setting. Although this paper has answered the question of, “What factors 
promote or prevent PCPs from discussing MAiD with their patients?” additional research and 
analysis concerning MAiD discussions within the Canadian primary care setting would 
benefit the practice of PCPs and support the provision of quality patient care in the future.  
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1MeSH: Medical subject headings. 
2MH: Subject heading search.  
3MH+: Exploded subject heading search.  
4DE: Exact search for keyword. 
5S(#): Search (number).  
Appendix B: Search Strategies and Results for the Integrated Literature Review 
(Conducted March 20, 2020) 
Database Search Strategy Results 
PubMed Search (((((doctor) OR physician[MeSH1 Terms]) OR 
nurses[MeSH Terms] OR (nurse practitioner))) AND 
((communication[MeSH Terms]) OR decision making[MeSH 
Terms])) AND ((((((medical assistance in dying) OR MAiD) OR 
euthanasia, active[MeSH Terms]) OR euthanasia, active, 
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euthanasia OR active voluntary euthanasia OR right to die 
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